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G 000 INITIAL COMMENTS G 000

 This visit was for a federal recertification survey.

Survey dates:   August 29 to August 31, 2016

Facility Number:  012812

Medicaid Provider: 201190850A

Census:  29

              

Home visits: 4

Clinical records reviewed: 11

1st Option Adult Day Services and Home Health, 

Inc. was found to be in compliance with the 

Conditions of Participation for Home Health 

Agencies 42 CFR 484.
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that 
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